A 23-year old male was presented at the outpatient clinic of our department reporting that he had been subjected to insertion of foreign bodies in his chest. Physical examination was unremarkable. Imaging studies revealed the presence of two bodies in the subcutaneous tissue of the anterior chest wall and two needle-shaped intramyocardial bodies that were impacted in the intraventricular septum. Due to late appearance, the position, and because of the absence of symptoms, it was decided that the patient should be managed conservatively. Today, five years after the incident, the patient remains asymptomatic and he is followed-up regularly.
Introduction
Intracardiac foreign bodies are a rare indication for cardiac surgery. These are usually the result of accidents such as sewing needles, acupuncture needles and saw fragments. Also, they can result from self-mutilation (suicide attempts, schizophrenia), or from firearm injuries (gunshots, grenade fragments). In addition, they may result from abuse or intravenous drug administration, as well as from medical procedures (catheter fragments, pacemaker wire fragments, valvulotomy rings) [1] .Foreign body injury in the heart, has been usually associated with dramatic clinical picture of the patient, such as thoracic pain, dyspnea, pericardial effusion, pneumothorax, pleural pain, cardiac tamponade and/or bleeding and cardiac arrest [2] . We present herein the rare case of a completely asymptomatic young male who was diagnosed with intracardiac foreign body. The real circumstances of this strange event were never fully delineated.
Case Report
A 23-year old man presented at the outpatient clinic of the Thoracic Surgery Department of the Naval and Veterans Hospital of Athens, reporting that he had been injured in the chest, 3 months ago. The patient refused to provide any information regarding the circumstances under which the incident took place, or the nature of the inserted objects. He was admitted in the Thoracic Surgery Department for evaluation. On presentation, the patient was completely asymptomatic, and the physical examination was unremarkable. No penetration wounds were noted on his chest wall. Imaging studies with chest X-rays, contrast computed tomography with 3D reconstruction (Figures 1 and 2) , and computerized coronary angiography revealed 2 metallic foreign bodies in the subcutaneous tissue of the anterior chest wall and an intracardiac needleshaped foreign body that seemed to have been broken in two pieces. The smaller part, with an approximate length of 3.2 cm penetrated the free wall of the right ventricle and was impacted in the intraventricular septum. The larger part, approximately 5.7 cm in length, was found behind and in line with the aforementioned part and was impacted in the intraventricular septum penetrating the posterior wall of the left ventricle and the papillary muscle, with its posterior edge impacted in the apex of the heart. Ultrasonographic studies revealed, a normal heart anatomy and ventricular contractility (ejection fraction: 55%), also normal valve functioning and absence of pericardial effusion. Psychiatric evaluation found the patient to be suffering from depression and he was placed under antidepressant therapy. Due to late appearance and the position of the foreign bodies, it was decided that the patient should not undergo immediate surgical intervention, but rather he should receive antiplatelet treatment (acetylsalicylic acid 100 mg per day) and reassessed 3 and 6 months after the initial presentation for signs necessitating invasive treatment. During these follow-up visits, the position of the foreign bodies remained unchanged and the patient has remained completely asymptomatic and in excellent condition. Regular follow-up (clinical examination, chest X-rays, ultrasonography and rest electrocardiogram) is conducted on a six-month basis. 
Discussion
Symptomatic cardiac foreign bodies are usually managed emergently and they are removed. In general, treatment options include surgery to remove the foreign body or a conservative approach, based on the symptoms of the patient, the location of the foreign body, and the time between the injury and the presentation. When they do not cause symptoms, their proper management is still debated. Some advocate that they are usually entrapped by fibrous tissue and do not cause particular harm [3] . Although recurrent endocarditis, intramural hematoma, arrhythmia and valve incompetence have been reported in some patients [4] . When intracardiac foreign bodies represent incidental finding it is imperative to determine its anatomic association with adjacent structure. Symptomatic patients (cardiac tamponade, bleeding, fever, pericarditis, pericardial effusion, peripheral embolization, arrhythmia, thrombi, neurotic manifestations, pneumothorax) are managed operatively [5] . On the other hand, the management of asymptomatic patients depends on the nature and location of the foreign body. Also, intraoperative imaging studies are important to demonstrate migration of the foreign body even during the patient positioning. Transesophageal echocardiography may help identify foreign bodies into the cardiac muscle. Patients with the foreign bodies completely embedded in the myocardium or in the pericardial space usually remain symptom-free for a time. Symbas et al. [6] suggest that these foreign bodies could be left in place. On the other hand, intracavitary bodies or bodies partially embedded in the myocardium, especially in the left side of the heart should be removed because of the risk of infection or embolization. In our case, the needle was completely embedded in the septum (Figure 1 and 2) . According to our findings we chose a conservative approach, having in mind that the patient had already survived the condition that caused the foreign body impaction. One of our major concerns was whether to place the patient under antiplatelet and/or anticoagulant treatment, a matter that has not been adequately addressed by the current literature. We chose low-dose acetylsalicylic acid, as the most suitable therapy between using aggressive anticoagulation with warfarin and neither anticoagulation at all. Today, five years after the incident, the patient remains asymptomatic. He is reassessed biannually with plain chest Xrays, rest electrocardiogram and ultrasonography and continues the antiplatelet without adverse effects. pime pime pime pime p pi im me e EDITRICE 
